[Estimation of the length of coronary thrombi and prediction of the result of coronary thrombolytic therapy based on the angiographic findings].
The optimal approach for the treatment of occluded coronary arteries in patients with acute myocardial infarction is still controversial. This study correlated the results of coronary thrombolytic therapy and the clinical course with angiographic findings of infarct related coronary arteries in 111 patients with first attack of acute myocardial infarction and complete coronary occlusion (Thrombolysis in Myocardial Infarction Class 0) of the infarct-related arteries confirmed on coronary angiography followed by thrombolytic therapy within 12 hours after the onset of acute myocardial infarction. The length of the coronary thrombi (proximal thrombi) was estimated by comparing the initial angiographic finding with that obtained approximately 2 weeks later. The shape of the coronary occlusion was classified into two types: occlusion with obscurely stained edge or convex dye outline (type SC), and occlusion with acute cutoff edge or tapered edge (type AT). Although the recanalization rate of thrombolytic therapy was higher and the length of proximal thrombi was shorter in type AT than in type SC, the degree of residual stenosis was greater in the former. Pre- and post-infarction angina were more frequent in type AT. Type SC may indicate a low success rate for thrombolytic therapy and more complications for direct percutaneous transluminal coronary angioplasty (PTCA). However, although direct PTCA may be indicated because of the frequent presence of residual stenosis, the recanalization rate of thrombolytic therapy is high for type AT. The shape of the occlusion of the infarct related artery observed in the coronary angiogram is helpful to decide the optimal recanalization therapy in the acute phase of acute myocardial infarction.